Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

BSWH PPO Plan: Baylor Scott & White Health

Coverage Period: 01/01/2018 — 12/31/2018
Coverage for: EE, ES, EC, EF | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://bswh.swhp.org, or call 1-844-
843-3229. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-844-843-3229 to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

INN  Tier1 Tier2 Tier3

EE  $800 $1,800 $3,000

ES  $1,600 $3,600 $6,000

EC  $1,200 $3,200 $6,000

EF  $1,600 $3,600 $6,000
Does not apply to preventive care.

Yes. Preventive care and primary

care services are covered before
you meet your deductible.

No.

INN
EE

Tier 1

$3,300
ES $6,600
EC $4,950 $10,275
EF $6,600 $13,700

Copayments on certain services,
premiums, balance-billing
charges, and health care this plan
does not cover.

Tier 2
$6,850
$13,700

Tier 3

Unlimited
Unlimited
Unlimited
Unlimited

Yes. See http://bswh.swhp.org/ or
call 1-844-843-3229 for a list of
network providers.

No

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible. There is an embedded deductible for coverage tiers
Employee + Spouse (ES), Employee + Children (EC), Employee + Family (EF) coverage.

This plan covers some items and services even if you have not yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/

You do not have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met. There is an embedded out-of-pocket limit for coverage
tiers Employee + Spouse (ES), Employee + Children (EC), Employee + Family (EF) coverage.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

You pay the least if you use a provider in Preferred Network. You pay more if you use a provider
in In-Network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider's charge and what your plan pays
(balance billing). Be aware your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Tier 1: Preferred
Network Provider
(You will pay the

Tier 2: In-Network
Provider

Tier 3: Out-of-

Network Provider

(You will pay the

Limitations, Exceptions, & Other
Important Information

If you visit a
health care

provider’s office
or clinic

If you have a test

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

http://www.bswh.sw
hp.org/pharmacy-
information .

Primary care visit to treat
an injury or illness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Preferred generic drugs

Preferred brand drugs

Non-preferred generic
drugs and non-preferred
brand drugs

least)
$25 copay per visit.
Deductible does not
apply.
$40 copay per visit.
Deductible does not
apply.

No Charge

10% after deductible

10% after deductible

$3 copay per 30-day
supply (retail);

$6 copay per 90-day
supply (maintenance).
Deductible does not
apply.

$35 copay per 30-day
supply (retail);

$70 copay per 90-day
supply (maintenance).
Deductible does not
apply.

Lesser of $50 or 50%
coinsurance (retail);
Lesser of $100 or 50%
coinsurance
(maintenance).

$70 copay per visit.
Deductible does not
apply.

$100 copay per visit.
Deductible does not
apply.

No Charge

50% after deductible

50% after deductible

$5 copay per 30-day
supply (retail).
Deductible does not
apply.

$50 copay per 30-day
supply (retail).
Deductible does not
apply.

Lesser of $75 or 50%
coinsurance (retail).
Deductible does not

apply.

most)

70% after deductible

70% after deductible

70% after deductible

70% after deductible

70% after deductible

50% after deductible

50% after deductible

50% after deductible

You may have to pay for services
that aren’t preventive. Ask your
provider if the services needed are
preventive. Then check what your

plan will pay for.

None
None

Copays are per 30-day supply.
Two copays apply for a 90-day

supply if a maintenance drug is
obtained through a Baylor Scott &
White Health pharmacy OR when
using the mail order prescription
service. Specific preventive
medications will be covered with
no cost to the member.

If a brand name drug is dispensed
when a generic is available, 50%
coinsurance applies.

Non-formulary drugs:
50% coinsurance
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Common
Medical Event

Services You May Need

Tier 1: Preferred

Network Provider

(You will pay the
least)

Deductible does not

apply.

Tier 2: In-Network

Provider

What You Will Pay

Tier 3: Out-of-

Network Provider

(You will pay the
most)

20% coinsurance
($200 max (retail)).

Limitations, Exceptions, & Other
Important Information

Some drugs may require prior
authorization.

Specialty drugs Deductible does not Not Covered Not Covered
apply.
Facility fee (e.g.,
If you have ambulatory surgery 10% after deductible 50% after deductible 70% after deductible
. None
outpatient surgery | center)
Physician/surgeon fees 10% after deductible 50% after deductible 70% after deductible
$250 copay for first $250 copay for first $250 copay for first
visit per covered visit per covered visit per covered
Emergency room care member, then 10% member, then 10% member, then 10%
If you need afte.r.deduc’FipIe for aftelr.deduc’FipIe for afte.r.deducﬁt?le for
. . . additional visits. additional visits. additional visits.
immediate medical SEmane e None
attention " , 10% after deductible 10% after deductible 10% after deductible
ransportation EE— 2= —_——
$50 copay per visit. $100 copay per visit. $100 copay per visit.
Urgent care Deductible does not Deductible does not Deductible does not
apply. apply. apply.
rFoacfr'T']';‘y fee (€.9. osptal | 4501 after deductible | 50% after deductible | 70% after deductible | None
If you have a
hospital stay
Physician/surgeon fees 10% after deductible 50% after deductible 70% after deductible None
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Common
Medical Event

If you need mental
health, behavioral
health, or
substance abuse
services

If you are
pregnant

If you need help
recovering or have
other special
health needs

If your child needs
dental or eye care

Services You May Need

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care
Durable medical
equipment

Hospice services
Children’s eye exam
Children’s glasses
Children’s dental check-
up

Tier 1: Preferred

Network Provider

(You will pay the
least)

$25 copay per visit.
Deductible does not

apply.
10% after deductible

$25 copay per visit
(PCP visit);

$40 copay per visit
(Specialist visit).
Deductible does not
apply.

10% after deductible

10% after deductible

10% after deductible

10% after deductible

10% after deductible

10% after deductible
10% after deductible

10% after deductible

Not Covered
Not Covered

Not Covered

Tier 2: In-Network

Provider

$25 copay per visit.
Deductible does not

apply.
10% after deductible

$70 copay per visit
(PCP visit);

$100 per visit
(Specialist visit).

Deductible does not

apply.

50% after deductible

50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
50% after deductible

50% after deductible
Not Covered
Not Covered

Not Covered

What You Will Pay

Tier 3: Out-of-

Network Provider

(You will pay the
most)

70% after deductible

70% after deductible

70% after deductible

70% after deductible

70% after deductible
70% after deductible

70% after deductible

70% after deductible

70% after deductible
70% after deductible

70% after deductible

Not Covered
Not Covered

Not Covered

Limitations, Exceptions, & Other
Important Information

None

None

No charge for prenatal visits for
Tiers 1 and 2 copays.

Depending on the type of services,
a copayment, coinsurance, or
deductible may apply.

None

120 visit limit per year.

Combined OT/PT 60 visits max
and 60 ST visits max per calendar
year.

Combined OT/PT 60 visits max
and 60 ST visits max per calendar
year.

120 visit limit per year.
None

None
None
None

None
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Cosmetic surgery o Non-emergency care when traveling outside U.S. e  Routine foot care

¢ Dental care (Adult) ¢ Routine eye care (Adult) o Weight loss programs

e Long-term care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture (20 visit limit per calendar year) e Hearing aids (1 device every 36 months)
e Bariatric surgery (Tier 1 and Tier 2 only) o Infertility treatment (Limited to $7,500 medical and $7,500 pharmacy lifetime max)
e Chiropractic care (20 visit limit per calendar year) e Private-duty nursing (120 visit limit per calendar year)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: WageWorks, visit www.wageworks.com, or call (877)-502-6272; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform , or call1-866-444-EBSA (3272). Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Scott and White Health Plan, visit http://bswh.swhp.org/ , or call 1-844-843-3229; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform , or call 1-866-444-EBSA (3272).

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-843-3229.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

i i

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible $800
M Specialist copayment $40
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Sample Care Costs
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood
work)
Specialist visit (anesthesia)

Total Example Cost $12,731
In this example, Peg would pay:
Cost Sharing
Deductibles $800
Copayments $502
Coinsurance $1,001
What isn’t covered

Limits or exclusions

The total Peg would pay is $2,363

controlled condition)

M The plan’s overall deductible $800
M Specialist copayment $40
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Sample Care Costs
Primary care physician office visits
(including disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose
meter)

Total Example Cost $7,389
In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments $1,206
Coinsurance
What isn’t covered

Limits or exclusions

The total Joe would pay is $2,107

up care)
B The plan’s overall deductible $800
B Specialist copayment $40
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Sample Care Costs
Emergency room care (including
medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical

therapy)
Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles $800
Copayments $502
Coinsurance $142
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,444

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 9
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English:

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 1-800-735-2989). Insurance
Company of Scott & White complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex.

Spanish:

ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica. Llame al 1-800-321-7947 (TTY: 1-800-735-2989). Insurance
Company of Scott & White cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad,
edad, discapacidad o sexo.

Viethamese:

CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6 1-800 321-7947 (TTY: 1-800-735-2989). Insurance Company of Scott
& White tuan thd luat dan quyén hién hanh cda Lién bang va khéng phan biét déi xr dua trén chdng téc, mau da, ngudn géc quéc gia, dé tudi, khuyét tat, hodc
giditinh.

Chinese:
B R B R S, LB SRR S IR IRTS, FEE(EE 1-800-321-7947 (TTY : 1-800-735-2989) . Insurance Company of
Scott & White 35T F 19 i iﬂ&i‘é/ﬁﬁﬁﬂz, NIRRT Fgé B IMAE, Fin, ZEREEE R B AT A,

Korean:
T9]: o & AFSSI A= AT, o] A AP AE TR E o8-8 I S5 Y T 1-800- 321 7947 (TTY: 1-800-735-2989) 1 ©. & 7 3}
T4 A] L. Insurance Company of Scott & White (=) & AW FRIAHS =451 A, Y F-A, A4 7, A, Aol E= H4HES

o] f = A Yh

Arabic:
%) 800-321-7947-1 28 biad Vaalylel ila ) Wi s 1anle 35 Al 8l «Aall) 13S ) Tiaadh Sich 3] rals gl
.(800-735-2989-1 J\LSe Lna alica

oW islla 3 \.u\.u.n.cl a1y oY agl 1laza o) Haa LA 1leaid Uss o838 5l Insurance Company of Scott & Wh|te Al e
\&w\}‘ysm‘}uuu‘juﬁ‘s\y;ad

7of9



Urdu:
Skd-_‘\:au Al gy wdD Al S o e S )‘,&OS}i 235 ‘U:‘Z"-’}BC \JJ}Y. 2 |§J Al
1-800-321-7947 (TTY: 1-800-735-2989). S _nu
2= S Bmand S Bl S - ad g3y s 88 WG o:J 8 Insurance Company of Scott & White
S)'j\._’\?:au \Aﬁﬁ\j:})_}bwbs‘sguﬂ:ﬂub}) 26 e e gd ¢ ).K.?\ ¢JuiSo a0 )5

Tagalog:

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-3217947 (TTY: 1-
800-735-2989). Sumusunod ang Insurance Company of Scott & White sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina
batay sa lahi, kulay, bansang pinagmulan, edad, kapansanan o kasarian.

French:

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-321-7947 (ATS: 1-800-7352989).
Insurance Company of Scott & White respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race,
la couleur de peau, I'origine nationale, I'age, le sexe ou un handicap.

Hindi:
eI < R o 22 siierd © <t e Fere oo | AT weredn dandsuersy € 1-800-321-7947 (TTY: 1-800-735-2989) w=ie =il Insurance Company of Scott &
White @] gt gefiar T f3Teehr ST T Tei ST goil S, O, TR qe, 311, fiashetiman, a1 fia & SATem o 9w et i 8

Persian:
) LS\ 5y 3 3 gDl i€ S8 il oo 3l I8 0 S0 il 141-800-321-7947 (TTY: 1-800-735-2989) Aliide o 8 jlga 5Siaa Gangtua sl 3 )Y a3y
a8 33 6luy jInsurance Company of Scott & White 13 ylasioncd 25 5l S ¢y c&‘m&g&c@nx‘)ﬁ ¢ 5akal G ydamaca A,);S\J.A .Jja%ﬁgd

German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-800-321-7947 (TTY: 1-800-
735-2989). Insurance Company of Scott & White erfiillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von
Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab.

Guijarati:

iAol Bl AR ~vesRAcdl el &, dl Eotvges el AL A dMRL Hz~ GUdsu B, flot 53 '

1-800-321-7947 (TTY: 1-800-735-2989). Insurance Company of Scott & White Gl UScll %mqtaﬂ allolv s RIUSIR SIAEL AU ~RAOLA © Aol
)

9

o, RILRAGRU AU, mHR, BRASTLAL HUA VAL AR HEGLCL AWCHL el ot
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Russian:

BHUMAHWE: Echm Bbl roBOpUTE Ha PYCCKOM A3bIKe, TO BaM A0CTyNHbI 6ecnnatHble ycnyrn nepesosa. 3soHuTe 1-800-321-7947 (tenetaiin: 1-800-735-
2989). Insurance Company of Scott & White cobntogaeTt npumeHumoe dpeaepasibHoe 3aKOHOAATENIbCTBO B 06/1aCTM rparKAaHCKMX NPaB U He A0MNYCKaeT
AVCKPUMMHALMM MO NPU3HAKAM Pachl, UBETA KOXKM, HALUMOHANbHOM NPUHAANENKHOCTH, BO3PACTa, MHBAZIMAHOCTM UM NoNa.

Japanese:

HEFH AAGEAGE SN2 5G BRI OSFEIdE 4 ZHIH W72 £ 77, 1-800-321-7947

(TTY:1-800-735-2989) £ C. }37E7 (2T R < 7 AL Y Insurance Company of Scott & White (33 ] & 412 HHARMEE 2857 L AFE Lo
B HEE F REEEZIIENCE S ERE W LER A,

Laotian:
TUOQIL: )19 9 1) MWEDNWIZI 290, NI D m‘ugi 08D DOMWIF, L0801 ¢ 565 9, €c) LD Wl 2. tns 1-800-321-7947 (TTY: 1-800-

735- 2989) Insurance Company of Scott & Whlte Ur® U00ILNOBVIVD 1008 O WDIYCD 892898T]U‘)D3’)‘)9m Ugau?a
ccordy H accnioed NS B DT]‘)DO‘)DCQSQ‘)O 296 0, 90N %D O, £78) , ©0ILE NI, T CWO.

90of9



